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Abstract 

Introduction:  Removal of user fee for vulnerable people reduces the financial barriers associated with healthcare 
payments, which, in turn, improves health outcomes and promotes health equity. This study sought to provide policy 
strategies to reduce user fee at the point of service delivery for the poor in Iran.

Methods:  This is a qualitative study carried out in 2018. The purposive sampling method was applied, and 33 experts 
with relevant and valuable experiences and maximum variation to obtain representativeness and rich data were 
interviewed. Trustworthiness criteria were used to assure the quality of the results. The data were analyzed based on 
thematic analysis using the MAXQDA10 software.

Results:  The most important issue regarding financial protection against user fee for the poor in Iran is policy integra-
tion and cohesion. Differences in access to financial support for user fee coverage among different groups of the poor 
have led to inequalities in access and financial protection among the poor. The suggested protection policies against 
the user fee at the point of service delivery in Iran can be categorized into three main categories: 1) basic health social 
insurance instruments, 2) free health services to the poor outside of the health insurance system, and 3) complemen-
tary insurance mechanisms.

Conclusion:  Implementing a cohesive social assistance policy for all disadvantaged groups is needed to address ine-
qualities in financial protection against user fee payment among the poor in Iran. Reducing user fee through mecha-
nisms such as deductible cap, stop-loss, variable user fee and sliding fee scale can improve financial protection and 
enhance healthcare utilization among the poor. A user fee exemption is not enough to remove barriers to access to 
service for the poor, as other costs such as transportation expenditures and informal payments also put financial pres-
sure on them. Therefore, financial support for the poor should be designed in a comprehensive protection package to 
reduce out-of-pocket payments for healthcare services, and indirect costs associated with healthcare utilization.

Keywords:  User fee, Social health assistance, Health services, The poor, Iran

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Introduction
User fee and benefit package design are essential ele-
ments of a universal coverage strategy. User fee is seen 
as part of the overall financing system, not just a tool to 
increase revenue or reduce demand. The level of user 
fee is an indicator of the depth of effective insurance 
coverage and an essential part of the strategic purchas-
ing function [1]. The effects of user fee on the poor are 
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more controversial than any other methods of health-
care financing. In addition to reducing access to health 
services and welfare for the poor, this method of financ-
ing increases the possibility of refusing to receive ser-
vices due to uncertainty about costs and the shame of 
not being able to pay. As user fee is considered a source 
of income for providers, it does not create incentives to 
exempt the poor from paying these fees [2].

Decreased adherence to treatments and delay in seek-
ing treatments are among the adverse effects of user fee 
on poor patients [3, 4]. User fee has less adverse effects 
on middle- and high-income individuals, but poor fami-
lies and chronically ill people experience severe health 
effects of user fee due to the reduction in healthcare uti-
lization [5]. There has been growing interest in designing 
user fee based on individuals’ income level because low-
income people are high-volume users and disproportion-
ately face more economic consequences [6].

It is considered unfair to have the same user fee for 
low-income and high-income groups because the user 
fee accounts for a higher percentage of total household 
income for low-income than their high-income individ-
ual counterparts. This is against the equity principle of 
paying to the healthcare system according to the ability to 
pay [7]. User fee imposes greater economic consequences 
on the poor because even the smallest payment can rep-
resent a significant share of their household income. 
Income shock due to illness of family members (includ-
ing income earners) attributes to a greater impoverish-
ment among the poor [8].

User fee places a significant financial burden on people 
close to the poverty line and has many consequences for 
low-income patients, especially concerning the manage-
ment of chronic diseases. There is ample evidence that 
user fee reduces the utilization of healthcare at the point 
of service delivery. Since patients are largely unable to 
distinguish between essential and non-essential care, user 
fee reduces the use of preventative services and essential 
medications. Evidence suggested that increasing user fee 
for medicine is associated with increased inpatient and 
emergency services in patients with chronic diseases [9].

As a joint initiative sponsored by the World Health 
Organization (WHO) and the United Nations Children’s 
Fund (UNCF) and implemented in some African coun-
tries, the Bamako Initiative introduced user fee and com-
munity participation in local health financing and local 
resource management. This initiative failed to address 
equity, efficiency, and sustainability challenges, and fur-
ther marginalized the poor. While user fee can be consid-
ered a source of additional income, it is not a significant 
source of income for the health sector. Even if the only 
purpose of user fee is cost recovery, most studies showed 
that it does not cover the cost of services [10]. Instead of 

compensating for costs and preventing overuse of ser-
vices, user fee has eventually become a means of punish-
ing the poor [11]. User fee results in sustainable inequity 
and makes health systems function, but keep out the 
poor [12].

Decreasing user fee for vulnerable people (e.g., the 
poor) reduces the financial problems associated with 
healthcare payments, which, in turn, improves health 
outcomes and promotes health equity. Moving from user 
fee to pre-payments through taxes and premiums is nec-
essary to fund universal health coverage (UHC). Govern-
ment funding to subsidize healthcare expenditures for 
low-income and disadvantaged individuals is an effec-
tive policy lever to reduce inequity in access and improve 
health outcomes [13]. User fee removal increases the 
demand for services by the poor and reduces the finan-
cial barriers for the poor to access services. Meanwhile, it 
does not lead to inappropriate or unnecessary use of ser-
vices [14–16].

The poverty rate based on $5.50 a day (2011 Purchas-
ing Power Parity) was 14% in Iran in 2018 [17]. Low 
household income is associated with a higher probability 
of catastrophic health expenditures in Iran. The highest 
rate of catastrophic expenditure is observed in the first 
and second income deciles in Iran, and lack of comple-
mentary insurance is an important contributor to cata-
strophic expenditure among these households [18]. A 
recent study has shown that 71.7% of catastrophic health 
expenditures occurred among the poor in Iran [19]. In 
the context of the current economic sanctions and asso-
ciated financial crisis in Iran, the importance of protect-
ing the poor against catastrophic healthcare expenditures 
has become more evident [20].

According to Article 9 of the Universal Health Insur-
ance Law (UHIL), approved in 1994, the per capita health 
insurance premiums and the amount of user fee should 
be set based on the income level of the insured groups 
and the economic and social situation of the country. 
However, since enacting this law, co-insurance has been 
applied at a fixed rate to all insured persons equally. This 
has imposed significant financial pressure on the poor 
[21]. The co-insurance rate is 10% for all insured persons 
for inpatient services and 30% for medicines and out-
patient services -- except for medicines for special and 
incurable patients. There is also a fixed co-payment for 
general practitioners and midwives in rural areas, which 
is lower than in urban centers.

Approximately 90% of Iranians, including the poor, 
are under health insurance coverage in a “Bismarck-
ian system” in Iran [22]. Forty-four governmental, 
non-governmental and para-governmental organi-
zations in Iran, by law, are required to provide finan-
cial support for 27 designated vulnerable groups (e.g., 
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unsupported women and children, the poor disabled, 
the poor elderly, the poor addicts, the unemployed, the 
mentally ill, the sick with the chronically ill) to access 
health services [21]. Nevertheless, due to overlap-
ping tasks and insufficient cooperation between these 
institutions, there is insufficient financial support for 
the poor to utilize healthcare services [20]. According 
to a joint report released by the WHO and the World 
Bank in 2017, Iran is categorized as a low-performing 
low/middle-income country with for financial protec-
tion [23]. There exist wide variations in user fee assis-
tance across different groups of the poor covered by the 
health insurance funds (i.e., the Imam Khomeini Relief 
Committee [IKRC] and the State Welfare Organiza-
tion [SWO], the Universal Health Insurance Fund, and 
the Rural Insurance Fund) in Iran. The IKRC’s mem-
bers have additional support for basic health insurance 
coverage. The SWO’s members do not have a compre-
hensive policy for supplementary support except for 
persons with disabilities. Those insured by the Univer-
sal Health Fund and Rural Insurance Fund and not affil-
iated with the IKRC do not have access to any financial 
assistance to cover their user fee and out-of-package 
services [24]. The existing evidence suggests that high 
out-of-pocket payments (OOP) for healthcare in Iran 
led the poor rural residents to become more impover-
ished than their urban counterparts [25, 26].

In addition to the above-mentioned health insurance 
funds, the Social Work Departments in public hospitals 
provide further support for this group of patients in Iran. 
The main task of this department is to review the user 
fee discount applications of the poor patients and grant 
financial discounts to these patients using the depart-
ment budget and contact donors and charities to finance 
the exempted user fees. Uninsured and the insured poor 
people who are unable to pay their share of the cost of 
services can ask social workers in hospitals for financial 
assistance to reduce their bills. This is a passive method 
of financial support and does not prevent patients from 
seeking service due to financial incapacity. A recent study 
showed that most referrals to the Social Work Depart-
ments were patients insured by the IKRC and those with-
out insurance coverage [27]. This suggests that even the 
user fee of public hospitals is not affordable for those 
covered by the IKRC.

Designing policies related to reducing user fee among 
the poor in health systems can help achieve the UHC 
and Sustainable Development Goals. As the issue of the 
user fee, especially among the socioeconomically disad-
vantaged population, is a major issue in Iran, the present 
study aims to provide policy solutions to reduce OOP for 
healthcare by the poor at the point of service delivery in 
Iran.

Methods
This is a qualitative study carried out in 2018. The study 
population consisted of policymakers, experts and schol-
ars from the Ministry of Health and Medical Education 
(MOHME), Ministry of Cooperatives, Labor and Social 
Welfare (MCLSW), the Plan and Budget Organization 
(PBO), the Parliament, major health insurance organiza-
tions (e.g., Iran Health Insurance Organization and Social 
Security Organization) and social assistance schemes 
such as IKRC and the SWO. The purposive sampling 
method was applied, and the experts with relevant and 
valuable experiences were interviewed. The sampling 
continued until data saturation was achieved through a 
total of 33 semi-structured individual interviews. Each 
interview lasted for 20 to 126 min, and supplementary 
interviews were carried out when needed (as in two 
cases).

A reflexive semi-structured interview guide was devel-
oped for this study to conduct the interviews. The inter-
view guide was developed based on the literature review, 
objectives of the study and the existing situation of user 
fee reduction in Iran’s healthcare financing system. It 
includes the open-ended questions which were asked 
from interviewees (Appendix). The validity of study ques-
tions was determined through initial interviews with 
three experts, and required changes were made in terms 
of concept, number, and sequence of questions.

The interview guide started from more general ques-
tions and gradually moved to specific questions. Based 
on the knowledge and experience of the participants, 
relevant and purposeful questions were asked to obtain 
more practical and detailed information. Efforts were 
made to narrow the topics down and bring in more prob-
ing questions about the user fee reduction for the poor.

The data collection was conducted in Persian, which 
is the official language in Iran. Participants of the study 
were recruited by face-to-face meetings. They were 
selected with a maximum variation sampling strategy 
based on their knowledge, experience, and professional 
position. The primary and open sampling procedures 
were used to recruit participants. The time and place 
of the interviews were determined based on the con-
venience of the participants. The first author conducted 
all the interviews. The main objective of the study was 
explained to the participants. Participants right to refuse 
to take part in the research at any time during the study 
was also stressed. Only two experts decline the invitation 
due to their busy schedules.

All interviews were recorded using an electronic device 
and transcribed word by word. The data were analyzed 
based on thematic analysis. Once each interview was 
done, its content was transcribed and stored on the com-
puter. In the next stage, the texts were read and reviewed 



Page 4 of 12Etemadi and Hajizadeh ﻿BMC Health Services Research          (2022) 22:250 

several times to acquire a command of the data. The data 
were then broken down into semantic units (codes) in 
the form of sentences and paragraphs associated with 
the original meaning. In the next step, the semantic units 
were read several times, and each was given a proper 
code. In each interview, the sub-themes were separated 
and merged, reductions were made, and the main themes 
were finally identified. To determine main themes and 
link them with abstract categories, the content of the final 
thematic was reviewed several times. Then, the emergent 
themes were discussed through peer debriefing until the 
research team reached a final consensus.

Two researchers independently coded transcripts. 
They identified the items relevant to each primary and 
compared the coding to reach a consensus on a coding 
scheme. The researchers then discussed, explored the 
relationship between the codes, and reached an agree-
ment on the sub-themes within each theme. To improve 
the validity of the analysis and findings, the researchers 
were involved in organized discussions and sought feed-
back from some of the participants of the study.

Codes and themes were developed and reviewed by 
both authors to control the probable bias. Sufficient 
opportunities were provided to the participants to 
express their deep understandings of the context to con-
trol the potential sources of bias. The perspectives of col-
leagues were also used in coding and analyzing interview 
transcripts.

A detailed summary of each interview was used to 
extract the quotes, and open coding was done. The 
extracted codes were then categorized into three groups. 
The illustrative quotes that were explicitly distinctive of 
each code were presented. The selection of quotes for 
publication was discussed between authors. To give the 
reader the chance to assess alternative interpretations, 
results are reported with support from representative 
quotes. Thematic analysis enabled us to analyze data with 
reference to the main concepts/themes and provide sup-
porting quotes related to these concepts.

The trustworthiness criteria were used to assure the 
quality of the results. The researchers spent sufficient 
time on data collection and retransmission to ensure the 
accuracy and robustness of the data. Before conducting 
the main study, several pilot interviews were carried out 
to improve the accuracy and credibility of the data col-
lection. The transcribed content of the interviews was 
also given to some participants for respondent valida-
tion. To increase dependability, the researcher’s codified 
interview was re-examined by her colleague and the disa-
greement was resolved through consensus. Furthermore, 
diversity was taken into consideration in the participants’ 
organizations, provision of broad information coverage 
required at the highest possible levels, and increasing 

data transferability. The interviews were also directed 
for collecting the data with the researchers’ reflexiv-
ity. A triangulation approach, including interviews with 
key informants and comparing with other informative 
sources to find out the complementary of findings, was 
applied to increase data confirmability. Data were col-
lected through semi-structured interviews and field notes 
to ensure methodological triangulation. The interviews 
were searched for negative or disconfirming opinions 
that do not fit the dominant pattern to improve trustwor-
thiness. Not finding disconfirming results strengthened 
the confidence to generalize the findings. The maximum 
variation sampling technique was used to enhance the 
reflexivity and transferability of qualitative findings.

Ethical issues were considered in the present study. 
The participants were explained about the main research 
objective, and their written informed consent to partici-
pate in the study was obtained. They were informed that 
the interviews would be recorded and were also ensured 
that their names and information would remain confi-
dential. The data were analyzed using the MAXQDA10 
software.

Findings
Table 1 reports characteristics of social health assistance 
programs for the poor in Iran. The most important issue 
about policies designed to protect the poor against user 
fee is policy coherence. The difference in access to finan-
cial support for user fee coverage and OOP between 
different groups of insured poor people has led to differ-
ences in access and utilization of health services among 
the poor. Thus, the first step is to integrate cohesive social 
assistance policies for disadvantaged groups in Iran.

The analysis of the interview transcripts resulted in 
the emergence of three themes and five sub-themes (see 
Table 2). Financial protection policies for the user fee at 
the point of service delivery can be divided into three 
main themes: 1) basic health social insurance instru-
ments, 2) free health services to the poor outside of the 
health insurance system, and 3) complementary insur-
ance mechanisms.

Basic health insurance instruments

User fee reduction mechanisms  Experts proposed vari-
ous policy instruments to reduce the financial burden 
of user fee for the poor. Applying stop-loss and stepwise 
cost-sharing is an example of the policies.

"It becomes stepwise user fee. Many things can be 
done for the poor. The stepwise user fee is designed 
for this. Insurance organization can design stepwise 
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user fee. It can say that for certain people with spe-
cial diseases, I increase the coverage up to a given 
percentage. User fee can become close to zero for the 
very poor patients."P10

The stop-loss system can be designed in such a way that 
the share of the insurance organization is paid for the 
expenses under the ceiling, and from the specified ceiling 
onwards, all costs are paid by the insurance organization.

"If you do not define stop-loss in health insurance 
funds – in other words, you do not define the line for 
determining the out-of-pocket ceiling – vulnerable 
groups such as those covered by social assistance 
schemes will be severely pressured. If I covered by the 
Relief Committee and spend on my health services 
up to a certain ceiling, it’s all the responsibility of 
the Committee or the health insurance organization 
to pay for the remaining. For example, if I filled the 
stop-loss ceiling by August, the insurance organiza-
tion has to pay for it whenever I get sick. It’s not my 
share anymore. The stop-loss, for example, can be 

15% of your annual income. We do not have such a 
thing, and that’s why OOP is constantly increasing." 
P23

User fee exemption  Protecting the poor against cata-
strophic health payments by exempting patients from 
paying contributions increase their financial access to 
health services. Some participants emphasized the need 
for a user fee exemption policy for the poor, arguing that 
in addition to premiums, the user fee of the poor should 
be covered as they prevent them from using health 
services.

Treatment delay due to financial barriers among the poor 
leads to significant health and economic consequences 
to the society. Thus, user fee removal for the poor in the 
early stages of the disease diagnosis is more cost-effec-
tive for the government than spending a considerable 
amount of resources on the treatment of the final stage 
of the diseases and social assistance programs supporting 

Table 2  Themes and sub-themes emerged from interview transcripts

Themes Sub-themes (Number of participants mentioning 
the sub-theme)

Sample quotations

Basic health insurance instruments User fee reduction mechanisms [25] “If I covered by the Relief Committee and spend on my 
health services up to a certain ceiling, it’s all the responsibil-
ity of the Committee or the health insurance organization 
to pay for the remaining. For example, if I filled the stop-loss 
ceiling by August, the insurance organization has to pay for 
it whenever I get sick. It’s not my share anymore. The stop-
loss, for example, can be 15% of your annual income. We 
do not have such a thing, and that’s why OOP is constantly 
increasing.” P23

User fee exemption [17] “This is the principle. It is a mistake to receive money from 
the poor. If you have a referral system, there is no reason 
to pay because the system guides the patients. Because 
diseases are unpredictable, they are similar to accidents that 
can push the rich to poverty. Therefore, if there is an effective 
referral system, it should not be direct payment at all.” P2

Free health services to the poor 
outside of the health insurance 
system

MOHME’s direct reimbursement to hospitals [23] “The MOHME can do this, and the poor can stay in hospitals 
for months, weeks, and days without any financial problem. 
For basic services, we should not receive user fee from the 
poor, and they should be covered using public resources.” 
P25

Social assistance organization’s reimbursement to the 
hospitals [16]

“Mechanisms like this, for example, if poor patients went 
to a hospital and paid a user fee, they can come to us in 
the IKRC, we will reimburse the user fee to him/her. Pay 
the money, come and get it from us. If they could not pay, 
the Social Work Department in the hospital records the 
expenditures in the miscellaneous claims account. No need 
to receive money from the poor. “P23

Charities and NGO’s reimbursement to the hospitals 
[13]

“Our assessments and the documents provided by the 
patient show that the person has incurred expenses. His 
illness is determined for us based on the prescription he 
receives or his medical certificate. As a medical charity, we 
cover as many patients as we can each year.” P23

Complementary health insurance
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households suffering from multidimensional poverty 
due to incurring catastrophic medical costs and loss of 
income because of illness.

"If patients are indigent, their user fees should 
be covered. If there are deprived people, all their 
needs should be met, and there should be no bar-
riers for them to use healthcare services. This is 
because if low socioeconomic status patients are 
going to pay some out-of-pocket expenses, they 
may not realize that not using healthcare services 
will do serious damage to their health and future 
economic status and even to their next genera-
tion. I mean, if these patients are going to pay, they 
probably do not use the recommended treatments 
at all. Thus, it is better to cover these group of the 
population fully."P21

Some participants considered the exemption of the poor 
from user fee subject to a referral from general practi-
tioners, including family physicians. The referral system 
ensures receiving healthcare services based on actual 
needs and, therefore, can control costs. In such a system, 
the poor can be exempted from user fee.

"This is the principle. It is a mistake to receive 
money from the poor. If you have a referral system, 
there is no reason to pay because the system guides 
the patients. Because diseases are unpredictable, 
they are similar to accidents that can push the rich 
to poverty. Therefore, if there is an effective referral 
system, it should not be direct payment at all." P2

However, some participants opposed the zero-user fee 
for the poor due to the concern about moral hazard (i.e., 
inappropriate overuse of services) among the insured. 
The concern with moral hazard was the main reason 
most experts favored a minimum user fee for the poor.

"You can reduce the user fee or remove it from a cer-
tain ceiling. These are several models, including a 
fixed deductible model. For example, patients do not 
pay after a hundred dollars. There is a payment ceil-
ing because patients do not have money to pay. Pay-
ing a small amount of money makes them value the 
health services they receive.”P 29

The fee-for-service payment system provides incentives 
to induce demand for services deemed unnecessary. 
With the absence of user fee, providers are more likely to 
induce demand because their patients do not have finan-
cial worries about receiving services; thus, any policy to 
remove user fee should consider the supplier-induced 
demand that may arise from abolishing user fee in the 
healthcare system.

"You can provide some services such as inpatient 
services that are not subject to induced demand for 
free. Patients with special diseases such as dialysis 
patients who must do dialysis can access these ser-
vices for free. In contrast, some services like para-
clinical and rehabilitation cannot really be provided 
for free. This is because as long as there is a fee-for-
service payment system in the country, you cannot 
provide these services for free due to the presence of 
supplier-induced demand. "P1

Exemption or reduction of user fee can be made through 
the issuance of a referral letter (or electronic communi-
cation) by the social assistance schemes (e.g., the IKRC 
and WO) that can be provided to healthcare providers 
(e.g., hospital). A major issue was how covered individu-
als apply to receive services. The referral system is a type 
of cost control mechanism and financial management to 
compensate for exemption costs, which seems necessary 
for the continuation of exemption schemes.

Free health services to the poor outside of the health 
insurance system
Financing free health services for the poor requires 
mechanisms to reimburse hospitals. The following three 
different sources were suggested.

MOHME’s direct reimbursement to hospitals  Accord-
ing to some experts, one of the inherent duties of the 
MOHME in Iran is to finance free healthcare services to 
the poor to avoid financial challenges in this group. The 
poor can be determined periodically based on income 
and employment status. Direct reimbursement by the 
government to hospitals is a practical solution to prevent 
some poor patients from not being able to discharge from 
hospitals due to inability to pay (no pay, no discharge is a 
common practice among some hospitals in Iran).

“I think the MOHME, as a service provider, should 
provide free services to the poor. The coverage can 
be provided for six months as the person may get a 
job later. The poor people identification code and 
their exemption time can be registered in an online 
system. They can be identified in all hospitals they 
referred to so that they receive health services for 
free. The MOHME can do this, and the poor can stay 
in hospitals for months, weeks, and days without 
any financial problem. For basic services, we should 
not receive user fee from the poor, and they should be 
covered using public resources.” P25

It should be such that all people covered by social 
assistance schemes should be treated free of charge. 
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Physician visits in clinics and the use of medicines 
should be recorded and managed electronically. Hos-
pitals should access the poor’ information and accept 
them.”P4.

Social assistance organization’s reimbursement to the hos-
pitals  Another solution is not to receive user fee from 
the poor patients directly and record these expenses in 
the miscellaneous claim account of the defined institu-
tion to compensate the costs.

“Mechanisms like this, for example, if poor patients 
went to a hospital and paid a user fee, they can 
come to us in the IKRC, we will reimburse the user 
fee to him/her. Pay the money, come and get it from 
us. If they could not pay, the Social Work Depart-
ment in the hospital records the expenditures in 
the miscellaneous claims account. No need to 
receive money from the poor. ”P23

Charities and NGO’s reimbursement to the hospi-
tals  Another way to compensate the cost associated 
with the services received by the poor is sending the poor 
patients’ hospital bills to charitable organizations. This 
can be done if there is a defined mechanism for the reim-
bursement process. There should be responsible institu-
tions for reimbursement to guarantee the sustainability 
of compensation of hospital revenue losses.

"Our assessments and the documents provided 
by the patient show that the person has incurred 
expenses. His illness is determined for us based 
on the prescription he receives or his medical cer-
tificate. As a medical charity, we cover as many 
patients as we can each year." P23

Complementary health insurance
The basic health insurance package should be provided 
equally to all people. The complementary insurance 
should cover user fee and the cost of services outside 
the basic package. The complementary health insur-
ance is currently provided to the IKRC clients and in 
two provinces as a pilot for all individuals covered by 
the Rural Insurance Fund.

"Who should pay the user fee? The SWO or IKRC? 
They should integrate their financial supports and 
work as a single complementary insurance organi-
zation. It is better to work together because one 
person may receive money from both." P13

Indirect treatment costs, such as transportation costs, 
need to be funded by complementary insurance for iden-
tified poor.

“This is called alternative insurance. It is neither com-
plementary nor basic insurance. An alternative, a combi-
nation of complement and basic, insurance can be formed 
which can cover costs associated with accompanying per-
sons and transportation to healthcare facilities.” P10.

Discussion
Similar to other health policies, the successful reduction 
of user fee for the poor depends on identifying and deal-
ing with a wide range of different factors rooted in the 
contextual factors in the country. This issue is of para-
mount importance, particularly in developing countries 
that are faced with limited resources and different struc-
tural, institutional, and political conditions. This study 
aimed to explore the policy options for reducing user fee 
in the point of service among the poor. Results indicated 
that there are different ways to reduce user fee for the 
poor in Iran, which can be classified into three categories: 
basic health insurance instruments, free health services 
outside the health insurance system, and complementary 
health insurance.

Basic health insurance mechanisms
According to the results, mechanisms defined to reduce 
costs in the health insurance systems can work to pro-
tect the poor. These mechanisms include a deductible, a 
fixed amount individuals pay each year before the insur-
ance organization covers the rest. This type of payment 
should be set as a stepwise reduction in the price faced 
by the patient. For minor illnesses, the patients should 
pay the total cost, which is usually small. In case of seri-
ous illnesses, the patients should only pay the rate above 
the previous amount to reach the deductible, and then 
the insurance covers the remaining costs [28]. Another 
mechanism that can decrease the cost is stop-loss cov-
erage, which provides adequate financial protection for 
patients after reaching a certain threshold [29]. In other 
words, after reaching a certain threshold of healthcare 
costs, the rest of health expenditures during a fixed 
period (one year) are covered by insurance organizations. 
This protects people from incurring further catastrophic 
and impoverishing healthcare expenditures. The poor 
should have a lower payment ceiling due to their low 
income [30]. Stepwise cost-sharing is another mechanism 
to protect the poor, which apply related cost-sharing 
rates of individuals to their ability to pay [31].

International experiences suggest that most countries 
reduce co-payment and other cost-sharing mechanisms 
for specific demographic groups such as low-income 
groups, the chronically ill, and children [32]. In Japan, 
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people earning less than the national average and seniors 
(aged 70+), pay 10% co-insurance for medicine, while 
the rate for others is 30%. In addition, the monthly OOP 
limit is $1903 for high-income people and $449 for low-
income people, and above these limits, only 1% user fee 
applies. Low-income people covered by the livelihood 
protection program are exempt from user fee. In terms 
of inpatient services, seniors earning a low or average 
income have 10% user fee while it is 30% for others. In 
the UK, 50% of people, including low-income people, 
children under 16, seniors (aged 60+), patients with can-
cer or chronic diseases, and people with high medicine 
prescriptions are exempted from the drug cost-sharing. 
In the US, low-income adults, pregnant women, sen-
iors, children, and people with disabilities are covered 
by Medicaid insurance. These individuals are exempted 
from paying cost-sharing for inpatient and outpatient 
services and medications. In France, low-income peo-
ple covered by the Public Health Insurance Act, children 
with disabilities and prisoners are exempted from paying 
user fee for inpatient services. In Germany, low-income 
groups do not pay for drug cost-sharing [33]. In Taiwan, 
low-income people, including people who earn less than 
60% of the average individual consumption level and peo-
ple with chronic illness, are exempted from cost-sharing. 
In Australia, the maximum amounts of OOP are set to 
$300 for low/middle-income people and $700 for others. 
This has led to a significant reduction in OOP [34].

Free health services to the poor outside of the health 
insurance system
User fee exemption was one of the proposed policies 
by the participants to support the poor financially. User 
fee provides a small revenue for healthcare systems, and 
when its administrative costs are considered, the overall 
effect is negligible. As the benefits of user fee removal in 
terms of increasing service consumption surpass the cost 
of revenue loss, eliminating this source of income in the 
healthcare system is considered both equitable and effi-
cient [35]. Most countries have implemented user fee 
exemption mechanisms. User fee in proportion to income 
or elimination of user fee for some services has been 
implemented in several countries to benefit the poor 
[36]. User fee waiver (a system that qualifies the poor for 
free or very low-cost services) and exemption (a system 
that provides certain services to patients for free or at a 
low price) are mechanisms designed to improve equity in 
access to health services in countries where patients pay 
the provider at the time of service [37]. Many patients 
may not use services due to inability to pay, or they may 
reduce consumption of basic necessities (e.g., food), use 
self-medication, visit local therapists, or borrow and sell 
their assets to cover catastrophic health costs associated 

with paying cost-sharing [38]. Evidence also suggest that 
user fee removal alone is not sufficient to remove barriers 
to access to services for the poor because indirect costs 
such as travel and informal payments also put financial 
pressure on them [39]. Therefore, complementary health 
insurance also required to remove barriers caused by 
indirect costs to use healthcare services by the poor.

Complementary health insurance
Complementary coverage of treatment expenditures was 
one another policy proposed by the participants of this 
study. This policy has been implemented to reduce OOP 
for healthcare services in some countries. For example, 
as complementary to social health insurance program, 
Financial Health Assistance Program (a dual benefit 
package including subsidizing the poor to enroll in a 
social health insurance program and provide assistance 
cash to protect against catastrophic health expenditures) 
aims to protect the poor from financial risks associated 
with the diseases. Results suggested that the program is 
not an effective supplement to social insurance in terms 
of insurance registration and financial protection. As the 
program provides financial assistance to only 24% of the 
poor, there is a large gap between the cash benefit thresh-
old and the average cost of services. It only covers the 
cost of a limited number of serious illnesses. This indi-
cates a need to expand the cash assistance benefit pack-
age in China [40]. France’s free complementary insurance 
program has increased access to healthcare for seniors. 
People who had the most financial barriers to access ser-
vices benefited the most from the program due to the 
lack of complementary coverage. The total cost of imple-
menting the program was lower than expected. Doctors’ 
refusal to provide services to insured persons covered by 
the free program and the difference in the quality of care 
provided to them have been the two challenges of the 
program [41].

Interpretation
According to Article 27 of Iran’s Fifth Development Plan 
Law, the Government is allowed to establish a compre-
hensive multi-tier social security system, the first layer of 
which is social assistance, including support and empow-
erment services. Based on this Article, all the poor 
covered by the protection system are exempted from 
insurance premiums and their user fee for the services 
in the public sector are covered by the relevant support 
institutions. If the poor patients use healthcare services 
from non-governmental and private health sectors, the 
patients are responsible for paying the approved cost-
sharing and the difference between the private and pub-
lic health tariffs [42]. Although the system has not been 
fully implemented yet, the limited support to cover the 
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user fee for the poor if they use their needed healthcare 
services from non-governmental and private health sec-
tors increases the risk of incurring catastrophic expen-
ditures. Also, some poor individuals covered by specific 
organizations (e.g., Health Insurance Organization) can 
only receive healthcare services from public hospitals, 
and they must pay the entire cost of services if they use 
private hospitals. A recent study suggested that these 
individuals have the highest rate of catastrophic health 
expenditures among those who used healthcare services 
from the private sector in Iran [43].

Evidence shows that drug and pharmaceutical spending 
accounts for 43% of total OOP in Iran. Outpatient ser-
vices (24%) and inpatient services (14%) also accounts for 
a significant share of OOP in Iran [44]. More than 63% 
of outpatient services in Iran are provided by the private 
sector [45]. There is no user fee reduction for service 
provided by the private sector [46], which has resulted 
in inefficiency in Iran’s healthcare system as the poor 
instead of pursuing services in the outpatient depart-
ments, seek inpatient services in public hospitals. This 
is because the coverage for outpatient services are not as 
comprehensive as inpatient services for the poor in Iran. 
This, in turn, has led to a reduction in OOP for the out-
patient sector over time and an increase in OOP for inpa-
tient services in Iran [41].

International development agencies, including United 
Nations organizations (e.g., the Word Bank), have 
adopted social protection policies within the health sec-
tor, focusing mainly on user fee removal and subsidized 
insurance schemes. As these policies rarely could address 
a primary concern of health insecurity (inability to pro-
vide adequate healthcare services today and the risk of 
not being able to provide in the future) in low/middle-
income countries, there is a need to integrate social pro-
tection programs to address poverty brought by OOP for 
healthcare services [47]. In other words, it is necessary to 
combine these measures with the social protection sys-
tem by breaking the wall between the social and health 
sector. The International Labor Organization instru-
ments stipulate legal entitlements to healthcare “without 
hardship”. OOP payments should not be a primary source 
for financing healthcare systems. The rules about cost-
sharing must be designed to alleviate financial hardship, 
with limited co-payments [48].

Health systems should have mechanisms to reduce user 
fee for the poor to ensure adequate access to health ser-
vices. They should ensure that no one postpones treat-
ments or withdraw services because of financial inability. 
Iran’s health system does not have a specific user fee 
protection policy for the poor. There is an equal user fee 
system for all citizens, except some programs that reduce 
user fees for special diseases regardless of patients’ 

income level. Specifically, the poor in Iran face higher 
catastrophic healthcare payments when they use health-
care services from the private sector. The recent annual 
budget law has obliged the health insurance organiza-
tions to reduce user fee for the poor in the private sec-
tor if they receive their needed services through a referral 
system. However, this has not been implemented yet.

Previous literature in Iran highlighted the financial 
gap in the access to health services for the poor and 
the necessity to design specific protective measures for 
them [49–51]. This study attempted to fill this research 
gap through an in-depth analysis of health policymak-
ers’ opinions about potential policies to improve access 
to health services among the poor. The findings pro-
vided preliminary but important information about Ira-
nian professionals’ viewpoints on designing policies to 
improve financial protection to achieve universal access 
to health services.

Strengths and limitations
The main strength of this study is that the researchers 
interviewed a wide variation of policymakers to gather all 
perspectives about user fee removal to enhance the trust-
worthiness of findings. Like other qualitative studies, this 
study is subject to some limitations. First, the findings 
should be interpreted with caution as it is not conclusive 
which policies mentioned by the participates may work 
in the real world. Second, the participants mentioned 
some opposite viewpoints about the options of the user 
fee reduction for the poor. It is not clear which par-
ticipant provided a more accurate interpretation of the 
reality about user fee removal policies. Third, although 
collecting information from a diverse group of policy-
makers and analyzing data by peer debriefing enhanced 
the trustworthiness of the study findings, the interpreta-
tions may persist subjectively.

Conclusion
Reducing user fee among the poor through mechanisms 
such as deductible, cap, stop-loss, variable user fee, 
and sliding fee scale can potentially reduce some of the 
adverse effects of under-utilization of healthcare among 
the poor in Iran. However, a new user fee system should 
be designed to cover the poor in a comprehensive pro-
tection package to reduce both OOP at the time of ser-
vice delivery and indirect costs of receiving service. This 
study lays the ground for further efforts to study and 
implement financial protection policies in Iran’s health-
care system. The findings can be used in countries with 
similar social and economic contexts to design policies 
aimed at improving healthcare care use among the poor. 
Future work should explore more influencing factors 
on implementing user fee removal policy for the poor. 
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Furthermore, future studies that aim to investigate bar-
riers to using healthcare services with no user fee can 
provide valuable information for policymakers to develop 
effective healthcare programs for the poor.

Appendix
Interview Guide
Date and venue:

Name and position of interviewee:

1.	 What is the reason to consider removing the user fee 
for the poor? What is your opinion about the policy?

2.	 Which options for the user fee removal have been 
discussed? What are your thoughts on different pol-
icy options?

3.	 Regarding the removal of user fee policy, to what 
extent do you think Iran’s health system has the 
capacity to create and implement the policy? Which 
factors should be considered before the implementa-
tion of the policy?

4.	 What will be the effects of the policy (positive and 
negative) on service providers, the health system and 
poor patients?

5.	 What are the effects of the policy on the financing of 
public hospitals?

6.	 Which parties/stakeholders are relevant to user fee 
removal policy? What are the views of policymak-
ers and stakeholders (e.g., insurance organizations, 
medical council organization, Ministry of Health and 
Medical Education, and people) about the implemen-
tation of the policy?

7.	 How does your institution organize pro-poor 
resource allocation, decision making and budgeting? 
and what are the challenges?

8.	 How do you see the role of charities?
9.	 Do you have any other comments/thoughts about the 

policy?

Note: The questions were adjusted based on each inter-
viewee’s position in the health system.
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